The purpose of this secondary analysis study was to compare social networks, health-promoting behaviors, and health-related quality of life of South Korean adults, aged 65 years or older, with and without arthritis, and to identify factors that are related to health-related quality of life. The sample consisted of 103 adults with arthritis and 123 adults without arthritis. Data were analyzed using a two-way analysis of variance, χ 2 -test, Pearson's correlation, and multiple regression analysis. All variables except age and religion showed statistically significant differences between older adults with and without arthritis. The group with arthritis reported lower scores on social networks, health-promoting behaviors, and health-related quality of life compared to the healthy group without arthritis. Analyzed using multiple regression, 43.8% of the older adults with arthritis had the factors related to health-related quality of life (F = 40.71, p < .001) including exercise (β = .43, p < .001) and living with someone (β = .32, p = .001). In the group of older adults without arthritis, 26.2% had the factors related to health-related quality of life (F = 15.44, p < .001) including exercise (β = .31, p = .001), social gatherings, and employment status. Exercise was one of the factors that showed the strongest relationship to health-related quality of life. The provision of resources that can enable an individual to engage in physical activities is warranted.
Introduction
South Korea has entered the league of aging societies, with those aged 65 or older accounting for more than 14% of the total population. In 2025, it is expected to become a super-aged society where the older adult population will account for more than 20% of the total population [1] . Along with the increase in life expectancy, the prevalence of chronic diseases in older adults is also increasing. According to a Korean national survey, the proportion of Korean older adults diagnosed with one or more chronic diseases was 89.5%, and adults with two or more diseases was 73%, showing a continuous increase from the beginning of the survey from 2008 to 2017 [2] . Thus, it is necessary to continually review measures to maintain and improve a1111111111 a1111111111 a1111111111 a1111111111 a1111111111
The identification of social networks, health-promoting behaviors, and HRQOL in a specific group can provide valuable information essential for predicting the health trends of the group [10] . A comparative study between groups with and without diseases offers the advantage of accurately determining the factors associated with the dependent variables [19] . The present study aims to identify factors associated with HRQOL in older adults with arthritis, focusing on social networks with family and friends and health-promoting behaviors. We hypothesized that the social networks of people with arthritis are similar to of people who do not have arthritis. According to the Korean national survey [20] , older adults with chronic illness reported that their family support had impacted on their quality of life regardless of chronic illness such as arthritis. Second, we hypothesized that older adults with arthritis report less health-promoting behaviors than older adults without arthritis. Third, we hypothesized that older adults with arthritis report lower HRQOL scores than older adults without arthritis.
The purpose of the present study was to analyze the general characteristics of older adults, social networks, health-promoting behaviors, and HRQOL related to the presence of arthritis, and compare the factors that are associated with HRQOL. The specific goals were to identify and compare the demographic characteristics of older adults with and without arthritis, comparing the social networks of family and friends, health-promoting behaviors, and levels of HRQOL between the two groups; and thus, identify the factors associated with HRQOL in older adults with arthritis, focusing on social networks and health-promotion behaviors.
Materials and methods
A secondary analysis was performed for the current study using data from the study by Hong et al. [10] that compared HRQOL between older adults residing in Korea and the immigrants in U.S. The original study [10] was descriptive, and the data included 354 older adults aged 65 years or older residing in their own homes in the Busan and Gyeongnam areas of Korea and North Carolina in the U.S. That study examined the relationship between several sociodemographic characteristics and the HRQOL of each group. Each group's HRQOL was compared to determine the extent of the relationship between their social network scores and their health-promoting behaviors. The social network, health-related quality of life, and health-promoting behaviors were higher for the older adults who live in U.S. The current study focuses on a vulnerable population, namely older Korean adults with/without arthritis living in South Korea. The sample consists of 226 Korean adults from the Hong et al. data, who are aged 65 years or older, with self-reported arthritis (n = 103) and without arthritis (n = 123). A sample of 212 subjects was necessary for a significance level of 5%, power of test = 80%, and medium effect size for a two-tailed test calculated according to Cohen's equation using the G � Power 3.1 program.
calculated by summing the score of each item, and the maximum score is 30 points. The reliability at the time of development measured by Cronbach's α was .83, and that of the present study was .92.
Health-promoting lifestyle profile. A modified and supplemented version of the existing Health Promotion Lifestyle Profile (HPLP; HPLP-II) was used [22, 23] to assess the health-promoting lifestyle behaviors. The instrument is composed of 52 items categorized into six subdomains: spiritual growth, nutrition, health responsibility, exercise, interpersonal relationship, and stress management. Items are rated on a four-point scale from "never" (1 point) to "always" (4 points), and the higher the score, the higher the level of performance of health-promoting behaviors. The reliability of the instrument measured at the time of development using Cronbach's α coefficient was .94, and that of the present study was .97.
Health-related quality of life. To measure the overall HRQOL, the official Korean version of the EuroQol 5-Dimension 5-Level [24] , was used. Crosswalk value sets for the EQ-5D-5L required from the EuroQol website were used. EQ-5D-5L value sets are available for each country that has conducted a valuation study. By using the crosswalk link function and the individual responses to the EQ-5D5L descriptive system, index values for the EQ-5D-5L can be calculated. When the data is input, the score is automatically calculated [24] . It is composed of five items: mobility, self-management, daily activities, pain/discomfort, and anxiety/depression. The participant provides a score (1: no problems, 2: slight problems, 3: moderate problems, 4: severe problems, and 5: extreme problems). An index score ranges from -1 to 1 where an index score of 1 reflects the best possible HRQOL and an index score of <1 is indicative of impaired HRQOL. The reliability of the original instrument measure by Cronbach's α was .75, and the α of the present study was .90.
Data collection
The criteria for inclusion in the study were that subjects had to be (a) community dwellers in Korea, (b) 65 years of age or older, and (c) able to understand Korean sufficiently to answer the questionnaires. The authors performed a secondary analysis of the primary data after obtaining approval from the Institutional Review Board of the University of North Carolina at Greensboro (#16-0244) in the U.S. The primary research was approved by the Institutional Review Board of the Duke University (Pro00067114) in the U.S. In the primary research, written consent was obtained from all participants. During data collection, the researchers and a research assistant assisted the participants in filling in the survey so participants were able to answer almost all questions minimizing missing data.
Data analysis method
The collected data were analyzed using SPSS 21.0 for Windows (IBM Corp., Armonk, N.Y., USA). The general characteristics, social networks, health-promoting behaviors, and HRQOL of the subjects were analyzed by frequency, percentage, average, and standard deviation, and between-group differences in general characteristics were analyzed using the chi-square test (χ 2 test). To determine differences related to the general characteristics, t-tests were conducted, and a two-way analysis of variance was used to determine the differences in social networks, health-promoting behaviors, and level of HRQOL related to the general characteristics. Scheffe's test was used for post-hoc analyses, and Pearson's correlation coefficients were calculated to determine the correlations among variables. Tolerance and variation inflation factor (VIF) were used to determine multicollinearity among the independent variables, and factors associated with HRQOL were analyzed using multiple regression analysis.
Results

Differences in characteristics between older adults with arthritis and older adults without arthritis
Statistically significant differences (p < .001) were found between older adults with arthritis and older adults without arthritis across all the general characteristic variables except age. The proportion of subjects living alone was 58.3% for the arthritis group and 41.5% for the group without arthritis. The most prevalent educational level of the arthritis group was no education (35%) while that of the group without arthritis was high school graduation or more (32.5%). Nearly a third (35%) of the subjects in the arthritis group did not have regular meetings such as social gatherings while only 18.7% in the group without arthritis did not have regular meetings. The weekly frequency of social gathering was higher for the no arthritis group than that of the arthritis group. In terms of monthly income, 52.4% of the arthritis group had an income of KRW 500,000 or less, and income from adult children constituted 54.4% of the income source. Only 30.9% of the group without arthritis had a monthly income of KRW 500,000 or less, and 43.5% had earned income ( Table 1) .
Relationship of social network, health-promoting behaviors, and level of HRQOL to general characteristics
The descriptive statistics for the older adults with arthritis showed significant differences in social network, health-promoting behaviors, and all areas of HRQOL. Regarding age, the 74 or younger group showed higher levels of social network, health-promoting behaviors, and HRQOL. However, no age-related differences in HRQOL were found in older adults without arthritis. There was a gender-based difference in the level of HRQOL: males were found to have higher HRQOL than females. Both groups showed a significant difference in health-promoting behaviors and level of HRQOL depending on the presence of a cohabiting family.
Older adults living with a family showed significantly higher health-promoting behaviors and HRQOL than older adults living alone. The arthritis group showed a larger difference than the group without arthritis in the level of HRQOL depending on the presence of a cohabiting family. Both groups showed a significant difference in social network, health-promoting behaviors, and HRQOL according to education, number of regular meetings, income level, and income source. Social network, health-promoting behaviors, and HRQOL were significantly lower for subjects who had no education, no regular meetings, and a monthly income of less than KRW 500,000. The arthritis group showed higher social network, health-promoting behaviors, and HRQOL when their source of income was work or real estate rather than their children ( Table 2 ).
Comparison of social network, health-promoting behaviors, and HRQOL between older adults with arthritis and without arthritis
The level of social network of the older adults with arthritis was 13.13±7.34 points out of a possible total of 30, which was lower than that of the older adults without arthritis (16.32±6.09 points). Both groups were found to have greater social engagement with family members than with friends. While the arthritis group scored lower for performing health-promoting behaviors, they obtained the highest scores in the stress management (2.27±.70) and nutrition (2.26 ±.66) domains. There was a significant difference of health-promoting behaviors between the older adults without arthritis and those with arthritis. Among the subcategory of health-promoting behaviors, 'nutrition' was only not significant factor between the two groups. The score of HRQOL ranges from -1, indicating serious problems to 1, indicating no problem; the group without arthritis obtained .82±.20, which was higher than the score obtained by the arthritis group, .68±.16 (Table 3) .
Correlations among social network, health-promoting behaviors, and level of HRQOL of older adults with and without arthritis
Correlation analyses of the relationship between social network, health-promoting behaviors, and HRQOL showed that social network and health-promoting behaviors were positively related to HRQOL for both groups. The older adults with arthritis showed the strongest correlations between social network and health-promoting behaviors (r = .67), followed by healthpromoting behaviors and quality of life (r = .57), and social network and quality of life (r = .40). The older adults without arthritis showed the strongest correlations between social network and health-promoting behaviors (r = .53), followed by health-promoting behaviors and quality of life (r = .43), and social network and quality of life (r = .34) ( Table 4) .
Influencing factors of HRQOL
This study identified significant demographic variables in each group that are associated with health-related quality of life using t-tests and ANOVA. For the group of older adults with arthritis, all variables except gender were included as control variables, and for the group of older adults without arthritis. All variables except age were included. A multiple regression analysis was conducted with the general characteristic variables that were significantly different between the two groups. All variables were determined not to have the problem of multicollinearity since tolerance was 0.1 or greater and VIF was less than 10. The regression model for the older adults with arthritis was statistically significant (F = 40.71, p < .001), so factors that were associated with the HRQOL of older adults with arthritis were exercise and the presence of a cohabiting family, and the explanatory power of the two variables was 44%. The regression model for the older adults without arthritis was also statistically significant (F = 15.44, p = .001); among the subdomains of health-promoting behaviors (exercise), relationship with friends in the social network, and employment were associated with HRQOL, and the R 2 was .26 (Table 5) . When the stratified analysis was conducted using all older adults, both with and without arthritis, all variables were significantly associated with HRQOL. The results of the regression analysis indicated that exercise, employment, and education were significantly related to better HRQOL (Adj R 2 = .38, F = 46.935, p <001). Using a regression, there was no interaction effect between social gathering and arthritis (t = .86, p = .39) on HRQOL. In the group of older adults with arthritis, the effect between gatherings and HRQOL was 0.053(t = 2.44, p < .001). For those without arthritis, the effect between gatherings and HRQOL was 0.035(t = 3.48, p = .015). Therefore the moderating effect of social gathering was significant in both groups, but the effect was small (Table 6 ).
Discussion
The goal of the present study was to understand the relationship between the social networks and health-promoting behaviors of older adults with arthritis and without arthritis and to conduct a comparative analysis of the factors associated with HRQOL. There have been several Korean studies on the HRQOL of arthritic older adults, but the number of variables was limited. In addition, there has been a lack of studies considering the combination of social network and health-promoting behavior. Investigating the factors associated with HRQOL of older adults with arthritis, a chronic disease, is significant in understanding the health problems of a super-aged society. Also, there is the possibility of using the results as primary resources to build interventions to improve the well-being of older adults.
The results of the current study showed that the older adults with arthritis were more likely to include older adults living alone who were less educated and had no regular social gatherings compared to the older adults without arthritis. The HRQOL scores of the 74-or-younger age group were significantly higher than those adults 75-or-older for both older adults with arthritis and without; this finding was similar to other studies on chronic diseases [5, 8, 25] . Furthermore, the level of HRQOL was significantly lower for the group with arthritis than the group without arthritis; thus supporting the findings of previous studies [5, 15] .
For the older adults with arthritis, 'no regular gathering' was the most frequent response, while 'regular gatherings once or more per week' was the most frequent response for the older adults without arthritis. This finding is similar to that of Im's study [26] , who reported that having a limited social network is consistent with poor health status. For older adults, social gatherings are a way of maintaining social networks and exchanging information and are associated with the promotion of positive health behaviors [14] . The presence of arthritis was significantly related to HRQOL (F = 15.88, p < .000) as was social gathering was significantly related to HRQOL (F = 22.98, p < .000); however, the interaction of social gathering and arthritis was not significant (F = .86, p = .39). This result might be due to the relatively small sample size; thus, the finding that social gathering and arthritis were significantly associated with HRQOL but not the interaction. Further study, with a larger sample size, is needed to test In the current study, the older adults with arthritis showed significantly different levels of HRQOL depending on their age; however, no difference was found for the older adults without arthritis. This is similar to the previous studies that found that older adults with arthritis reported lower quality of life than older adults without arthritis [27, 28] , the quality of life is worse as age increases [29] . We also need to consider HRQOL based on cultural background because family social support influences successful aging and quality of life in the Korean older adults [30, 31] . Follow-up research is needed to compare the effect of age-stratified differences in HRQOL on adults with chronic diseases including arthritis and social support the consistency of the results.
No difference was found by gender in the older adults with arthritis, and the study by Kim [8] on osteoarthritis in older adults also found no difference by gender. The older adults without arthritis, however, showed gender differences in HRQOL; the HRQOL of male older adults was found to be higher than that of female older adults. This finding is supported by the studies of Kim [25] and Moon [17] . Older adults exchange social support and psychological stability with their family, but the results need to be interpreted taking into consideration the cultural differences in the male and female roles in Korea. The results in these studies may have been because Korea follows a patriarchal culture [26] , and that female adults frequently play the role of caregivers for their spouses, children, or grandchildren rather than being care recipients [17] . In the 21 st century, however, social perceptions related to male and female roles are changing, and the provision of material or education related to role sharing for older adults will have a positive influence on the improvement of HRQOL. The level of HRQOL was higher for older adults living with their family than for older adults living alone for both the older adults without arthritis and with arthritis. In particular, the difference in the score for quality of life in the presence of a cohabiting family was higher for the group with arthritis than the group without arthritis. In South Korea, family members who live with and take care of the older adult is considered as human resources to provide support for older adult's daily lives and any difficulty with lives [32] . This finding is consistent with the findings of other studies on subjects with chronic diseases. For example, older adults who live alone reported poorer quality of life and life satisfaction compared to older adults living with others [17, 25, 32] . It can then be considered that the social and emotional support provided by the family is significantly associated with the quality of life of older adults. The social role formed through the relationship with family and society has an important meaning in the life of older adults. Research analyzing family support for older adults with arthritis through the analysis of HRQOL models suggests that the type of cohabitation of older adults is an important indicator that signifies the availability of human resources that can reduce the difficulties of daily living or role performance [32] . A review needs to be conducted on the possibility of providing nursing interventions and the scope of the interventions that can replace family support. In addition, the evaluation of a balanced exchange of support among cohabiting family members along with the investigation of the social role older adults play in the family rather than the mere presence of a cohabiting family appears to be needed to promote a better HRQOL for older adults.
The findings of the present study support the findings of previous studies [5, 33] that the physical and emotional quality of life of older adults with arthritis is lower than that of older adults without arthritis because the social networks, health-promoting behaviors, and HRQOL of the older adults with arthritis was significantly lower than that of the older adults without arthritis. Both groups showed stronger family networks than networks with friends or neighbors; it can be considered that limitations in social activities due to retirement or health problems were a factor in shrinking the social network of older adults [10] .
Social networks are closely related to health-promoting behaviors [34] . The relationship between social networks and health-promoting behaviors was stronger than the relationships between social networks and HRQOL or health-promoting behaviors and HRQOL in both groups, clearly indicating the importance of social networks in health-promoting behaviors. In particular, social isolation can be aggravated by physical disabilities or limitations in daily living caused by chronic diseases [6, 7, 35] . Since the importance of social support through family and friends on the quality of life of older adults with arthritis is greater than the individuals' perception of health [36] , the possibility of expanding social networks should be determined, and support systems should be formed to improve HRQOL.
Factors significantly associated with HRQOL of older adults with arthritis were exercise and the presence of a cohabiting family; the explanatory power of the two variables was 44%. The result suggests that continuing exercise and supportive relationships with cohabitants are vital for improving the HRQOL of older adults with arthritis [37] and that opportunities for older adults with arthritis to continue exercising need to be examined. Social support is an important influencing factor for the continuation of older adults' exercise [38] , and the provision of social support through the expansion of social networks is likely to have a positive effect on HRQOL along with health-promoting behaviors.
For older adults without arthritis, exercise, social networking with friends, and employment are significantly related to a better HRQOL with the explanatory power of 26.2%. The fact that the relationship between social networks with friends or neighbors and HRQOL is greater than that of the social network of family can indicate that the factors influencing HRQOL are changing with the times. This differs from the past when the family (e.g., spouse and children) was emphasized as the key factor for forming social networks, in the quality of life of older adults [25, 39] . Asian culture is family-oriented; the family was considered to be the main social network for older adults in the past. For a long time, Confucianism has had a large influence on culture in Asian countries [40] . For example, Korean Confucianism emphasizes family relationships and serving one's parents devotedly. The relationship of family impact on quality of life of older Korean adults has been clearly documented [41] . When the family has better relationships, the life satisfaction is higher among older Korean adults [31] . However, in modern times, social networks of friends or neighbors are one of the factors that are also associated with HRQOL, which is consistent with our findings. Similarly, older adults living with their spouse had higher HRQOL scores compared to older adults living alone. This might be the relationship between mutual social support from their family who live together and their HRQOL [17] . In addition, it can be considered that social responsibility is being emphasized for the improvement of HRQOL of older adults, and further research is necessary to explain differences in the results.
In this study, sociodemographic variables were not significantly related to HRQOL, unlike other research; for example, Moon's study where income is considered as one of the socioeconomic factors that associated with health-related quality of life in older adults [17] . In the current study, however, exercise, one of the six subdomains of health-promoting behaviors for both groups, had the strongest association with better HRQOL. Thus, it is important to focus on physical health, and sustainable support for exercise programs, to maintain the HRQOL of older adults. In countries such as Japan and the U.S., research is ongoing on exercise programs for older adults, such as swimming programs for those with arthritis [37] . Efforts should be made to expand the application of exercise programs, that have examined through research, such as self-motivation programs [37, 38] that increase adherence to exercise by older adults with arthritis. The implementation of exercise programs in which the health status and life pattern of older adults are considered, and exercise encouragement programs using artificial intelligence can act as important support systems that promote exercise among older adults. For example, when one considers today's health conditions, there are applications to calculate the proper amount of exercise for the day; when one would like to work on certain parts of the body, the application shows appropriate exercises by body part and indicates exercise levels from mild to strenuous. Further, using an artificial intelligence program such as Siri, Google Assistant, or Alexa, regular alerts could be sent to encourage exercise. It is necessary to review the level of use of community facilities for older adults and consistently provide exercise programs and physical spaces that can serve as places where social activities can take place since the social engagement of older adults is affected by the physical environment, which further affects the structural characteristics of social networks [42] .
Arthritis is a disease in which HRQOL can be improved by managing the symptoms of the disease through self-management along with medical treatments and maintaining and improving activities of daily life [8] . The present study revealed that, among various health promoting activities, exercise is significantly associated with HRQOL for older adults. Approaches to the improvement of HRQOL of each individual should be tailored to the individual depending on their health status. Close attention should be paid to applying the findings of the present study to all older adults since the subjects were older adults residing in a local area. Likewise, because HRQOL was analyzed by classifying subjects based on self-reports of an arthritis diagnosis, care should be used when interpreting this study's findings. In this research, we focused on the relationship of social networks and health-promoting behaviors on HRQOL of older Korean adults with arthritis and without arthritis, possibly limiting the generalizability of the findings to older adults from another ethnic group.
Furthermore, we used a cross-sectional design, so it was not possible to test causal-effect relationships. Thus, a longitudinal-design would be helpful to understand across relationships among social networks, health-promoting behaviors, and quality of life. Using stratified analysis requires having a larger sample size to decrease the probability of Type II error and increased reliability. This research, however, is a secondary data analysis using a subset of data from a previous study. While the sample size used was deemed sufficient by calculating the Gpower, we should be cautious when generalizing this finding.
Conclusions and recommendations
Social networks, health-promoting behaviors, and quality of life were found to be lower for older adults with arthritis than older adults without arthritis. Significant differences were found in the level of HRQOL between older adults with and without arthritis according to age, presence of a cohabiting family, educational level, number of regular gatherings, employment, income level, and income source; for both groups, exercise, one of the subdomains of healthpromoting behaviors, was significantly related to their HRQOL.
Based on the results of the present study, the following suggestions are made. First, institutional efforts are necessary to expand not only the scope of the personal networks of older adults with arthritis but also their social relationships because social networks were found to be one of the important factors associated with quality of life. Second, there should be an evaluation of the quality of social support, rather than relying on the presence of a cohabiting family, to promote the HRQOL of older adults. Third, while financial support or the engagement of social networks are important for the improvement of the HRQOL of older adults, support for consistently sustainable exercise programs appears to be even more desirable.
